After-history: Bleeding ceased, the patient's general health was excellent and no malignant or other induration was palpable. October 7, 1912: The patient reported by her doctor to be in excellent healtha nineteen months' after-history.
Note.-The result of histological research was consistent with a tubal origin but both tubes had been apparently completely removed per abdomen. The greater half of the polyp was fibrinous.
Hematocolpos, with Remarks on the Structure of the Vaginal Wall.
By R. DRUMMOND MAXWELL, M.D.
THE case is of clinical interest inasmuch as it concerns a young woman, aged 19, an age at least three to four years in advance of the average period at which such cases present symuptoms and are brought to hospital. In addition the patient had been married a few months and came primarily for treatment for dyspareunia. On examination the patient appeared to be a young woman of average intelligence, with all her secondary sex characters well developed. Examination by the abdomen failed to detect any hypogastric or other swelling. Inspection of the vulva showed the external genitalia to be normal. The introitus was, however, completely closed by a thick, fleshy septum, -on the outer surface of which several strands of hymeneal tissue were stretched and lightly fused. There was no suspicion of bulging of this septum when pressure was applied to the hypogastriuin. Although no tumour was detected abdominally, rectal examination revealed the existence of a large tense, cystic intrapelvic swelling whose lower pole appeared to be at least 11 in. above the level of the septum. This swelling could be felt on rectal bimanual examination and was apparently of the size of a uterus at the twelfth week of gestation. The finger per rectum, carried forward (as though to investigate a rectocele), pressed outwards the posterior (lower) part of the septum but did not reveal the presence of any dilated vagina in contact with it.
Careful cross-examination of the patient failed to elicit the slightest evidence of periodic pain or menstrual molimina, her sole complaint was dyspareunia. It is of interest to add that though the daughter had -urged her mother to mention the existence of some defect to the fiance or at least to let her consult a doctor on the point, neither of these steps had been taken prior to marriage.
Treatment.-Since the physical signs suggested rather a hoematometra than a haematocolpos, it was felt that a cystic swelling of this size would probably entail some disorganization of the tubes and there would be little advantage and indeed a good deal of risk of approaching the swelling from below without ascertaining definitely the condition of the upper genital tract. In these circumstances laparotomy was performed and a perfectly normal uterus and ovaries discovered. The supravaginal cervix-slightly dilated-disappeared into a tense cystic nmass a good deal bigger than previous examination had led one to suspect. The abdomen was at once closed when it was recognized that the condition was retention of menses in the upper two-thirds of the vagina, the lower third not being canalized for about 1 in. With two fingers pee rectum (carefully guarded by a pad sewn over the perineum to prevent infection of the wound) an incision was made with scissors, closely following the floor of the urethra into which a sound was inserted. After blunt dissection upwards for about 1 in. the floor of the wound showed as a transparent blackish membrane indicating the presence of retained menses. Before incising this, the now prominent.
lower end of the vagina was freed from the lateral paravaginal cellular tissue to enable a tube of it to be drawn down and stitched to the introitus. When enough had been freed to show a sausage-shaped swelling 11 in. in length, it was incised circumferentially over its convexity, producing an aperture which would admit two fingers. Just over 1 pint of tarry fluid escaped, its viscosity being even more marked than usual. The circular edges of the tube were drawn well down to the vulva, beyond which they projected. The cervix could be felt with the finger-tip, its lips were slightly everted, but there was no appreciable dilatation of the canal. The vaginal tube was then stitched to the introitus by four catgut sutures (two antero-posterior and two lateral) and the union fortified by a continuous purse-string suture running all round the tube and securing it further to the introitus.
A thin strip was remiioved from the anterior and posterior walls of the vaginal tube and forms the material for the microscopic report.
The hymeneal tissue showed the typical appearance fully described by Blair Bell in the Proceedings of March, 1911 The later history of the case was as follows: The vaginal tube united all round to the introitus and healed by first intention; twelve days after the operation the first menstrual loss occurred and lasted four days. No unusual phenomuena accompanied the period and the amount lost appeared to be normal. The largest vaginal dilators were passed with ease, and as the vagina had assumed normal dimensions, patient xvas discharged three weeks after operation. IProceedings, 1911, iv, pp. 18-25. Dr. BLACKER thought that Dr. Maxwell's action in opening the abdomen was a correct one. In a somewhat similar case which had been under his, care a short time ago be had opened the abdomen, removed the tubes which were distended with blood, and had then proceeded to open the collection of blood in the vagina from below. He thought the risk of the breaking down of adhesions and of the entrance of blood into the peritoneal cavity from the distended tubes was sufficiently great to warrant such treatment in any case in which there was distinct evidence that the tubes were involved. If the tubes were much distended with blood they should certainly be removed. It was very rare to find any great amount of blood in the uterus even whlen there was a good deal in the tubes.
Dr. ANDREr,ws said that if he found on examination that a tube was dilated in a case of retention of menses, he would open the abdomen and remove the distended tube before letting out the blood from below. He had never had to do this in a case of hbamatocolpos due to the presence of a septum at the vaginal orifice, and did not expect to have to do so, but he had done so in cases of retention due to obstruction higher up in the vagina. He referred to a case reported by Dr. Lewers in the Practitioner,' in which the abdomen had to be opened four days after the evacuation of a heematocolpos, on account of grave symptoms of peritonitis, due to rupture of a hematosalpinx. In this case the septum was about 1-in. above the orifie of the vagina. The patient recovered, but there was no doubt that her life had beein in danger, and he could not agree with Dr. Eden that the presence of a htematosalpinx could be ignored in such a case.
Dr. GRIFFITH exhibited sections of the septum and of the left lateral wall of the vagina, 1' in. above the septum, from a girl aged 16, with heematocolpos. The vaginal wall was composed of connective tissue and of bundles of muscle-fibres covered by squamous epithelium without glands. He agreed with Dr. Maxwell that an exploratory laparotomy was necessary in his case to make sure of the diagnosis, but he differed entirely from-those who said this was a necessary proceeding in the general run of cases. He had assisted and operated in these cases since he was house physician to Matthews Duncan in 1879, and had never seen any untoward results following the ordinary vulvar incision, even in the pre-antiseptic days, and he thought the risks were greatly over-rated. The contents of the vagina were always sterile, and the simple precautions now in common use appeared to remove any risk of sepsis, the most imriportant complication.
Dr. HERBERT SPENCER said that in a case like Dr. Maxwell's, where the lower vaginal canal was absent, there was always some doubt about the nature of a tumour lying above it, and it was right to perform abdominal section instead of blindly cutting in from below. He had himself performed an exploratory operation in such a case, to find that the tumour was a pelvic kidney. He thought, also, when the tubes were distended with blood, as a result of stenosis in the vagina, they should be removed together with the uterus if the vagina was absent. He had seen a very severe attack of peritonitis occur in a case of haematocolpos with hbematosalpinx in which the mother of the patient had refused to allow the removal of the tubes at the time the blood was evacuated from the vagina. In this case the tubes were easily recognizable before operation. In the ordinary case of stenosis at the hymen, in which there was no reason to suspect distension of the tubes, simple incision of the septum was all that was required.
Dr. BRIGGS said everyone present recognized that the treatment depended on the pathological conditions. The difficulties and dangers increased with the height of the obstruction. For example, a retention sac in the upper third of the vagina had resembled a displaced or cystic kidney. In these exceptional cases abdominal section asserted itself. Similarly loaded and disorganized Fallopian tubes very rarely occurred, and for them the light of abdominal section was the best introduction to either conservative or radical treatment. His own experience had proved that the Fallopian tubes rarely required removal; hence abdominal section was seldom needed. Simple incision and drainage of the imperforated sac, fortunately so frequently low down in the vagina, was the safe and satisfactory method of increasing repute.
The PRESIDENT (Dr. Amand Routh) said that one of the causes of the disasters which used to be so frequently observed in pre-antiseptic days in the treatment of cases of hmmatocolpos associated with htematometra and hmematosalpinx was considered to be the tendency of the uterus to forcibly contract during the evacuation of the lower genital track, and to force its contents into the tube, and thence into the peritoneal cavity. This Where a heematometra had to be reached and evacuated from below through an artificial canal subsequent stenosis of. the upper part of the new tract was highly probable, with a re-accumulation of menses in the uterus, and the patient ought to be spared this risk. Another point not to be lost sight of was the question of sex. In departures from the normal of the genital tract, sex frequently remained problematical. This was not a theoretical objection, for several members of the Section had seen a case operated on by Dr. Russell Andrews where, with normal external genitalia of the female and secondary female characteristics well developed, the "uterus" was represented only by a fibro-muscular stump of tissue, into which ran peritoneal folds corresponding to the round ligaments. In association with this rudimentary " uterus" were two genital glands, whtose structure both to the naked eye and to the microscope was testicular. There was no guarantee in the present case that the sex glands were ovarian, and surely it would at least be expedient to determine that the sex was female before endeavouring to construct an artificial vagina.
